Patient Safety Introduction
Journal Articles 
Andrews LB, Stocking C, Krizek T, Gottlieb L, Krizek C, Vargish T, et al. An alternative strategy for studying adverse events in medical care. Lancet 1997; 349: 309-13.  
[Unique method of watching and listening on working and teaching rounds with residents and attendings to reveal event rates of around 50% - with some patients encountering many events in a single hospital stay]
Aron D, Headrick L. Educating physicians prepared to improve care and safety is no accident: it requires a systematic approach; Quality Saf Health Care, 2002;11:168-173. 
Bates D, Makary M, Teich J, Pedraza L, Ma'Luf N, Burstin H, Brennan A. Asking residents about adverse events in a computer dialogue: how accurate are they? Jt Comm J Qual Improv. 1998 Apr;24(4):197-202.
Berwick DM. Errors today and errors tomorrow. N Engl J Med June 19, 2003;348(25):2570-2572.

Blendon RJ, DesRoches CM, Brodie M, Benson JM, Rosen AB, Schmeider E, Altman DE, Zapert K, Herrmann MJ, Steffenson AE. Patient Safety:Views of practicing physicians and the public on medical errors. N Engl J Med December 12, 2002;347(24):1933-1940.

Brennan TA, Leape LL, Laird NM, et al. Incidence of adverse events and negligence in hospitalized patients.  Results of the Harvard Medical Practice Study I. N Engl J Med 1991;324:370-6.  

[Considered a classic, although retrospective, study of the epidemiology of mishaps that occur in a wide variety of inpatient settings.  Some of the analysis and recommendations fall short in the area of applying human factors principles and techniques, but the authors have since become more aware.]

Croskerry P, Wears R, Binder L. Setting the educational agenda and curriculum for error prevention in emergency medicine. Acad Emerg Med. 2000 Nov;7(11):1194-200. Review.
Davis R, Barach. Enhancing patient safety and reducing medical error: the role of preventative medicine. Am J Prev Med. 2000 Oct;19(3):202-5.
Donchin Y, Gopher D, Olin M, Badihi Y, Biesky M, Sprung CL, et al. A look into the nature and causes of human errors in the intensive care unit. Crit Care Med 1995; 23: 294-300   
[Excellent research paper on a prospective study of adverse events and close calls in an Israeli hospital ICU:  direct observation, self report, failure modes analysis.]

Ely J, Levinson W, Elder N, Mainous A. Perceived causes of family physicians' errors (abstract). Journal of Family Practice. 1995;40(4):337-44.  

[Very telling and chilling subjective, retrospective study of how well-intentioned professionals can sometimes make mistakes that lead to injury or death of a patient.]

Grande D. Patient safety and graduate medical education: The resident perspective.  Presentation at Woodrow Wilson School of Public and International Affairs, Princeton University [abstract available at http://www.suo-aado.org/AADO/OurQuestforAccessandQuality.doc]
Hobgood C. John O, Swart G. Emergency medicine resident errors: identification and educational utilization. (abstract); Acad Emerg Med. 2000 Nov;7(11):1317-20.
[CONCLUSIONS: All emergency medicine residency programs have systems to track and report resident errors. Resident participation varies widely, as does resident remediation processes. Most EMRDs are satisfied with their systems but few EMRDs rate them as excellent in the detection or prevention of clinical errors.]

Lagasse, R. Anesthesia safety: model or myth? A review of the published literature and analysis of current original data. Anesthesiology. 2002 Dec;97(6):1609-17. Review.
Larson EB.  Measuring, Monitoring, and Reducing Medical Harm from a Systems Perspective: A Medical Director's Personal Reflections; Academic Medicine.  2002 Oct; 77 (10):993-1000.
Newman M. The emotional impact of mistakes on family physicians. Arch Fam Med. 1996 Feb;5(2):71-5
Nuland SB. Mistakes in the operating room: error and responsibility. N Engl J Med. 2004;351(13):1281-1283.  

[A personal experience points out the importance of each member of the medical team taking responsibility to recognize and correct errors -wherever they may occur.]

Robinson AR, Hohmann KB, Rifkin JI, et al. Physician and Public Opinions on Quality of Health Care and the Problem of Medical Errors; Arch Intern Med. 2002; 162:2186-90 
Schimmel E. The hazards of hospitalization; Annals of Internal Medicine, 1964;60:100-110. Reprinted in Qual Saf Health Care 2003;12:58-64 

Stevens DP. Align improvement of medical education with improvement of patient care.  Presentation at Group on Resident Affairs, AAMC, Washington, DC, November 4, 2003 
Volpp KGM, Grande D. Residents’ suggestions for reducing errors in teaching hospitals. N Engl J Med, 2003;348(9):851-855.

Weeks WB, Bagian JP.  Developing a culture of safety in the Veterans Health Administration. Eff Clin Pract. 2000 Nov-Dec;3(6):270-6.  

[A good introduction and summary of healthcare and the culture of safety and organizational issues that have thwarted past efforts.  Nice list of references.]

Weingard S, Ship A, Aronson M. Confidential clinician-reported surveillance of adverse events among medical inpatients. J Gen Intern Med. 2000 Jul;15(7):470-7.
Weingart SN, Iezzoni LI. Looking for medical injuries where the light is bright.  JAMA, October 8, 2003;290(14):1817-19.
Weingart S. Finding and fixing errors: the role of physicians-in-training. Unpublished 
Wu A, Folkman S, PcPhee S, Lo B. Do house officers learn from their mistakes?; JAMA, 1991; 265:2089-2094.  

[Good discussion and set of recommendations for encouraging more appropriate handling of fairly frequent resident mishaps.]
Books

Bogner MS. Human Error in Medicine.  Hillsdale, NJ: Lawrence Erlbaum Associates,Inc. 1994.  

[Great overview, yet somewhat incomplete book about adverse events in healthcare.   Some chapters and sections are practical, but mostly conceptual or research-oriented chapters written by several authors.]
Casey S.  Set Phasers on Stun and Other True Tales of Design, Technology, and Human Error. Santa Barbara, CA: Aegean Publishing, 1993.  

[Great, gut-wrenching stories of how bad design results in bad consequences.  The first chapter is a good account of the design flaws that led to the fairly well-known cases where patients died of radiation therapy overdoses in the early 1990s.]
Dekker S.  The Field Guide to Human Error Investigations.  Burlington, VT:  Ashgate.  2002.  
[The best book I ever read that incorporates theory and practice for patient safety.]

Norman DA. The Design of Everyday Things. New York: Basic Books, Inc.; 1988.  

[Still the most readable and engaging account of why so many systems are not designed with human characteristics and limitations in mind.  A very good primer on our understanding of human error, with everyday examples.]
Reason JT.  Human Error.  Cambridge, England: Cambridge University Press.  1990.  
[Conceptual book that covers the history of error research; applications of this knowledge with examples.]

Riegelman RK.  Minimizing Medical Mistakes:  The Art of Medical Decision Making.  Boston, MA:  Little, Brown and Co.; 1991.  

[Very nice overview of the root causes and possible techniques to minimize adverse events related to decision making.]

2/25/05                                                                           3                                                 J.Gosbee VA NCPS  

